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The President, Howard Lilikntiial, M.D., in the Chair. 


HYDRONEPHROSIS, WITH COMPLETE DESTRUCTION OF 
KIDNEY PARENCHYMA DUE TO CALCULOUS OCCLU¬ 
SION OF URETER; NEPHRECTOMY. 

Dr. Charles N. Dowd presented a woman, forty-nine years 
old, who had always enjoyed much better health than the average, 
had borne two children, and had attended to the ordinary duties 
of her household. 

On admission to the General Memorial Hospital, in May, 
1904, she looked vigorous and well-nourished, and said that she 
had felt particularly well and strong for the past few months. 
She felt, however, the mechanical presence of a large mass in 
the left side of her abdomen. On close questioning, she said that 
for years she occasionally had had a little backache and slight 
pain in the left iliac region. This mass proved to be a urone- 
phrotic kidney sac, which was removed without difficulty, and with 
no constitutional after-affects nor wound complications. No 
kidney parenchyma could be found. The ureter of the kidney 
was occluded by a calculus which had been eroded in spots, 
apparently by chemical action. It seemed remarkable that a kid¬ 
ney could have been dilated so as to have its parenchyma entirely 
destroyed, and that its ureter could have been completely occluded 
without giving rise to sufficient symptoms to call the patient’s 
attention to her condition. The process must have been gradual, 
the urinary flow having been hindered, hut not completely stopped, 
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during the early stage of the condition. The cyst was nine 
inches long. 


PAINLESS H/EMATURIA OF FIVE YEARS’ DURATION; IN¬ 
CISION OF KIDNEY PELVIS; CESSATION OF SYMPTOMS. 

Dr. Charles N. Dowd presented a man, aged forty-nine 
years, who had enjoyed good health until nine years ago, when 
he began to suffer from painless liannaturia. This persisted for 
two years, then, after ceasing for four years, it recurred, and 
had been continually present for the past three years. He had 
suffered from weakness, and had shown much pallor from the 
loss of blood; otherwise, there had been no symptoms, and he 
had been able to do light work most of the time. 

When the patient came under observation on February 7, 
1905, he passed a specimen of urine which appeared to be about 
one-fifth blood. Its color was deep red. It was submitted to 
Dr. Frederic E. Sondcrn for examination, who reported that 
it was acid, with a specific gravity of 1027; it contained about 
the amount of albumen which the blood would account for; no 
casts, tubercle bacilli, or cellular elements referable to the kidney 
could be found. There were a few bladder-cells, crystals of 
oxalate of lime, and a normal percentage of urea, 

The patient stated that he had submitted to many forms 
of treatment without benefit. The hamiaturia was usually less 
when he was resting. An X-ray examination was negative. 
The cystoscopc showed bloody urine coming from the right 
ureter. There was a projection at the right ureteral orifice 
which prevented the introduction of the catheter. The bladder 
was otherwise normal; the urine from the left ureter was clear. 

Exploration of the right kidney and ureter was made Feb¬ 
ruary 11 through an oblique lumbar incision. The kidney was 
brought well through the wound so as to expose its surface and 
the upper part of the ureter. An opening was made into its 
pelvis, but this showed no evidence of blood nor other abnor¬ 
mality. The finger introduced into each calix failed to detect a 
stone or anything abnormal. A catheter was easily passed down¬ 
ward into the bladder. The wound in the renal pelvis was 
sutured with catgut, and the kidney secured in position only so 
far as stitches in its fatty capsule would hold it. The capsula 



H/EMATURIA OK FIVE YEARS’ DURATION. 267 

propria was not incised. The patient’s recovery was uneventful, 
and lie had not suffered from hsematuria since. The urine still 
contained a trace of albumen and a few hyaline casts. The 
amount passed in twenty-four hours was 1110 cubic centimetres; 
specific gravity, 1017; it contained 17,338 grammes of urea, and 
an excess of indican. 

Cases of this kind, Dr. Dowd said, were hard to explain. 
There was an extensive literature 011 the subject. Schuller, in 
reporting a somewhat similar case in the Wiener klin. Woch., 
last year, carefully reviewed the subject, and maintained that 
there were practically always lesions in the kidneys from which 
these hamiorrhagcs came, although the lesions might be so small 
that they could not he detected by the naked eye. In his case lie 
found evidences of an old inflammatory process in the kidney. 
I11 the cases he reviewed, there were, with two exceptions, evi¬ 
dences of inflammation of certain parts of the kidney or its 
capsule, or mechanical, congenital, or calcareous lesions. 

Fenwick, in his monograph on “ Ureteric Mealoscopy,” had 
also considered the subject in detail. I11 addition to the presence 
of stone, of tubercle bacilli, or a malignant growth, which of 
course at once suggested themselves as possible causes of this 
condition, he referred to chronic granular nephritis and angioma 
or capillary mevus of a renal papilla as causes. The former, 
he stated, have constituted about 12 per cent, of his cases of 
painless hpematuria, hut, owing to the great admixture of blood, 
the casts and other evidences of chronic nephritis had usually 
not been discovered. He had never encountered a case in which 
both kidneys bled simultaneously. He also cited six cases of 
angioma of a papilla that caused the luematuria, and advised in 
such cases the removal of the papilla or the destruction of its 
blood-supply by rough tearing of that particular pyramid through 
a cortical incision. 

Dr. Dowd said that nephrotomy and nephrectomy had been 
frequently done for painless hrematuria. In the case he had 
shown, the bleeding seemed to be due to a chronic nephritis 
which was now showing itself in the presence of albumen and 
hyaline casts. 

Dr. John A. Hartwell mentioned the case of a man, fifty- 
two years old, who, after lie had been in the Lincoln Hospital 
for some time for chronic rheumatism, developed a severe hamia- 
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turia. Examination of the urine failed to show any evidences of 
nephritis. In the course of a few days the bleeding subsided; 
but there was a subsequent recurrence, and this was rapidly fol¬ 
lowed by the development of a large tumor in the region of 
the left kidney. He had no temperature. The leucocyte count 
was 22,000. An incision in the left lumbar region opened into 
a large haematoma apparently surrounding the kidney. On 
account of the severity of the haemorrhage, a nephrectomy was 
done. A gross examination of the kidney showed small haemor¬ 
rhagic spots. After the operation, the patient was apparently 
progressing satisfactorily until the eighth day, when he had a 
profuse haemorrhage from the wound, and died. The autopsy 
showed a large collection of blood in the postperitoneal region. 
The excised kidney was submitted to Dr. W. A. Ewing, whose 
microscopical examination of the organ failed to show any evi¬ 
dences of nephritis or throw any light on the cause of the haemor¬ 
rhage. There was nothing to show whether the blood came from 
the kidney or outside of it. 

Dr. Howard Lilienthal said he had published elsewhere 
a case bearing on the subject under discussion (haemorrhagic 
nephritis). The patient was a woman who was suffering from 
profuse haematuria. A suprapubic cystotomy was done, which 
showed that the blood came from the right ureter. A nephrotomy 
was immediately done, and the haemorrhage checked by intro¬ 
ducing a catheter into the ureter. The woman died as the result 
of the excessive loss of blood, and a very minute post-mortem 
examination of the entire urinary tract failed to show the source 
of the haemorrhage. There were evidences, however, of a 
nephritis, and the case was apparently one of hxmorrhagic 
nephritis. Dr. Lilienthal said that cases were not uncommon 
where a haematuria had apparently been cured by a simple 
nephrotomy. 

OSSIFYING SARCOMA OF THE THIGH; TREATMENT BY 
INCISION, RADIUM, AND EXTIRPATION. 

Dr. Howard Lilienthal presented a girl, twenty-one years 
old, who early in 1904 noticed a mass about the size of an egg in 
the upper part of the right thigh, to the outer side of Scarpa’s 
triangle. It was neither painful nor tender, and did not interfere 
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with locomotion. It steadily increased in size, and the patient 
applied for treatment at Mt. Sinai Hospital on November 9, 1904. 

The patient’s family history was unimportant, beyond the 
fact that her mother had been operated upon at the age of twenty 
for the removal of a tumor of the shoulder. 

On examination, the girl was found to be in apparently 
good general condition. The tumor of the thigh was roughly 
ovoid in shape, about four inches in its shortest diameter and 
six inches in its longer, which was parallel with Poupart’s liga¬ 
ment. It was rather larger than a cocoanut, was in the main 
elastic, perhaps cystic in consistency, with here and there firmer 
masses. There was no pulsation, and no palpable lymph-nodes 
in the neighborhood. The skin was of a normal color and text¬ 
ure, and was not adherent. Very slight tenderness could be 
elicited on pressure over the median and lower portions of the 
growth. While the tumor could be moved about with some free¬ 
dom, it seemed to be firmly attached in its deeper portion, probably 
by a pedicle or band to bone or periosteum. Had this been the 
case, a hip-joint amputation would hardly have promised a radi¬ 
cal cure because of the extensive involvement of the soft parts. 

On November 11, 1904, the tumor was aspirated, and bloody 
fluid withdrawn. Free incision then revealed that its contents 
were partly fluid and partly soft and encephaloid, while in the walls 
there was considerable bone in thin plates, making the diagnosis of 
osteosarcoma sufficiently probable to forbid further interference at 
that time. Accordingly, after a rough curettage, the partly col¬ 
lapsed tumor was packed and the incision sutured, with generous 
gauze drainage. The fluid evacuated from the cystic part of the 
tumor was submitted to Dr. A. Bookman, the physiological 
chemist, who reported as follows: “ Blood did not clot on stand¬ 
ing for two weeks. Thirty cubic centimetres gave 0.0148 gramme 
CaSO,, equivalent to 0.375 P er cent. Ca(P 0 4 ) 2 . This was about 
the normal calcium phosphate contents of the blood. The non¬ 
coagulability was therefore due to the presence of some substance 
destructive to the fibrinogen ferment, or to the lack of the ferment 
itself.” A blood examination showed 7400 white cells, and 
demonstrated the absence of nucleated red cells. 

The pathological department of the hospital reported that 
Dr. F. S. Mandlcbaum had found the structure of a spindle- 
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celled sarcoma in the solid portion of the tumor, and that the 
bone plates showed nothing abnormal. 

The patient reacted well after the operation, and the oozing, 
which was at first quite profuse, steadily diminished. A few 
days later, following the experience of Dr. Robert Abbe, a tube 
of radium of 300,000 activity was covered with a sterile finger-cot 
and inserted into the cavity of the tumor, and allowed to remain 
there for six hours. Suppuration, with slight elevation of tem¬ 
perature, followed, although there had been no infection before. 
Whether this suppuration was the direct result of radio-activity 
or of the possible introduction of some infective agent with the 
radium tube, it was impossible to say. The radium was em¬ 
ployed in this manner at intervals of four to six days, and there 
was a rapid shrinkage of the tumor, until by January 1, 1905, 
it had been reduced to the size of a small adult fist, and had become 
so freely movable that its excision was determined upon. On 
January 6, in spite of the presence of suppuration, the tumor 
was dissected out. It was then seen that the growth had no 
connection with the femur, but had sprung from the quadriceps 
and the fascia lata. The extirpation was apparently thorough. 
Suppuration naturally followed, but with free drainage the case 
never assumed a threatening aspect, and recovery was now prac¬ 
tically complete. The tumor was carefully examined after its 
removal, and the diagnosis of spindle-celled sarcoma confirmed. 
The neoplasm contained absolutely no bone. 

Since the extirpation, Coley’s fluid had been injected into 
the tissues near the cicatrix, the preparation used being that of 
Parke, Davis & Co. Seven injections, ranging from a quarter 
of a minim to nineteen minims, were given, and it was hoped that 
this treatment might prevent a recurrence. A reaction followed 
each injection. 

This case, Dr. Lilienthal said, presented two interesting clini¬ 
cal points: First, as to the prognosis and operability, and, second, 
as to the error of diagnosis even after exploratory operation. 
The tumor at first seemed absolutely inoperable, excepting, per¬ 
haps, as a piece of surgical pyrotechnics, with resulting terrible 
mutilation of a young girl, and, even in the event of an operative 
recovery, the great probability of rapid recurrence. By the in¬ 
cision and drainage of the mass, together, perhaps, with the 
action of the Bccquerel rays, shrinking to a point of easy oper- 
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ability occurred, and, even though there was still the possibility 
of metastasis and recurrence, the state of the patient was far 
better than it would have been with the major operation. 

As to the second point, incision and careful exploration of 
a tumor within easy reach should yield a good anatomical and 
pathological diagnosis. Yet here, owing to the presence of the 
bone plates, he was led to believe that the femur must be in¬ 
volved. The final result, however, showed no connection with 
the bone nor with any structure near the bone. The neoplasm 
then must have been a true ossifying sarcoma. 


ANEURISM OF THE RIGHT SUBCLAVIAN ARTERY. 

Dr. Lilientiial presented a man, forty years old, who was 
admitted to Mt. Sinai Hospital on February 4, 1905. His family 
history was negative. He had had occasional attacks of rheuma¬ 
tism during the past ten years, and for the past year or two he 
had at times felt slight shooting pains in the pracordial region. 
He denied gonorrhoea and syphilis. 

In December, 1904, the prtecordial pain became more severe, 
radiating to the right shoulder and down the right arm. Shortly 
after this a swelling was noticed in the right supraclavicular 
region. The right hand, especially the finger-tips, became much 
swollen, with a sensation of pins and needles pricking it. 

Upon examination, the supraclavicular mass proved to be 
about the size of a duck’s egg, but globular in shape, and with 
an expansile pulsation. It was situated in the course of the second 
portion of the subclavian artery. A systolic thrill could be felt 
over the tumor. The overlying skin was normal and the clavicle 
was not involved. 

On February 8, 1905, a ligation of the first portion of the 
right subclavian and the common carotid was done. An incision 
was made along the right clavicle, the skin-flap dissected upward 
and outward, the external jugular vein and all superficial vessels 
ligated, and the sternal origin of the sternocleidomastoid muscle 
divided. After freeing the clavicle, its inner half was resected. 
The first portion of the subclavian and the first part of the com ¬ 
mon carotid were exposed, their sheaths opened, and both were 
secured by temporary chromic gut ligatures. Upon tightening 
these ligatures, no pulsation could be felt in the aneurismal sac, 
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which was then opened by a transverse incision. The bleeding 
following this was very profuse, a jet of blood about four inches 
high spurting from it in a steady non-pulsating stream. The 
haemorrhage was easily controlled by inserting a finger into the 
sac, and upon palpating the latter it was found that it had no 
opening on its cardiac aspect; but there was a very large one in its 
distal portion, proving that it was an aneurism of the sac¬ 
culated variety. The finger was thereupon withdrawn from the 
sac, and the incision into it closed with chromic gut sutures. 
The two ligatures that had been temporarily placed on the com¬ 
mon carotid and the first portion of the subclavian were then 
made permanent by the Ballance and Edward’s method of tying, 
and the wound drained and closed. 

The patient made a rapid and uneventful recovery, and no 
unfavorable symptoms followed the operation. Pulsation had 
never reappeared in the aneurism, which had now almost shrunken 
away. There was slight pulsation in the right temporal and 
carotid, but no pulsation in the right radial. The patient was 
kept in bed until March 2, twenty-two days after the operation, 
and was then allowed to sit in a wheeling-chair. He had gradu¬ 
ally returned to walking, but no exertion of any kind had been 
permitted. 


EXCISION OF CARCINOMA OF THE ANAL PORTION OF 
THE RECTUM. 

Dr. Benjamin I. Tilton presented a woman, forty-five 
years old, who had suffered for six years from piles and fissure. 
For five weeks before her admission to Bellevue Hospital she had 
suffered very severely from pain in the rectum, especially at 
defecation, constipation, and bloody stools. She had become con¬ 
siderably emaciated, largely owing to the intense pain. 

Examination shqwed an ulcerating tumor, about the size of 
a silver dollar, on the posterior circumference of the rectum, in 
the vicinity of the sphincter. The glands in the groin were not 
enlarged. 

Operation, September 29, 1904. This consisted in a posterior 
proctotomy and excision of the growth, with the surrounding 
adipose tissue. About one-third of the sphincter was sacrificed. 
The opening was allowed to fill in by granulation. 
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flic functional result of the operation was excellent. In 
spite of the loss of the sphincter action, the patient could control 
her movements for five minutes, and, when not suffering from 
diarrhoea, the linen was not soiled. She had no pain, and now, 
at the end of six months, there were no signs of a recurrence. 
She had gained fifteen pounds, and was able to do her work as 
well as ever. 


CARCINOMA OF THE RECTUM. 

Dn. John A. Hartwell presented a man, sixty years old 
(Case No. 7 of the series in his paper), who was admitted to 
Bellevue Hospital on July 4, 1904, with the following history: 
He had always enjoyed average good health, and gave no his¬ 
tory of any chronic rectal trouble until about six months prior 
to admission. At that time he began to experience a rather 
severe knife-like pain at defecation, which often persisted for 
some hours. Shortly after this he noticed blood in the stools, and 
then put himself under treatment. The condition was diagnosed 
as htemorrhoids, and he was sent to the hospital for an operation. 

Examination at that time showed a markedly cachectic man, 
of small build, looking rather younger than his stated age. All 
his organs, excepting the rectum, were apparently normal. Rectal 
examination disclosed a rather friable mass nearly occluding the 
gut at a distance of an inch and a half from the anus. The 
inguinal glands were enlarged. A section from the growth 
proved by microscopical examination to be adenocarcinoma. A 
gland was removed for examination, and was declared to be lion- 
malignant. 

On July 9, 1904, inguinal colostomy was performed. A 
twoTand-a-half-inch incision was made through the skin and ex¬ 
ternal oblique, parallel to the fibres of the latter, at the level of 
the iliac spine, and just without the border of the left rectus. 
The internal muscles were opened in the direction of their fibres, 
and a knuckle of the sigmoid drawn up through the peritoneum, 
which was divided at right angles to the muscular incision. A 
point estimated as twelve inches from the anus was selected, and 
the gut here divided between two tape ligatures, protecting the 
wound by proper pads. The distal end was then fastened by 
the usual method in the lower angle of the wound. Next, a 
longitudinal incision was made in the linea alba at a level a little 
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above the first skin wound, dividing the skin and the anterior 
sheath of the rectus, which was here firm and resistant. The 
sheath was then raised from its muscle outward to the first in¬ 
cision, and the proximal gut end, protected by gauze, drawn be¬ 
tween the two structures to the median wound, taking care not 
to damage the mesentery in this manipulation, but splitting it 
sufficiently to permit it to come through without tension. The 
open mouth of the gut was then fastened in the median skin and 
fascia wound, and the angle where it passed out of the peri¬ 
toneum sutured to the membrane and the internal oblique muscle. 
The wound in the latter was then closed enough to gently con¬ 
strict the angle and the distal end below, and the external oblique 
and the skin were then closed, excepting where the distal end 
emerged. A catheter was passed into the proximal end beyond 
its bend to allow the exit of gas. The wound was then carefully 
protected from later infection by gauze and collodion. The pro¬ 
cedure required forty minutes, and was without shock. 

The point, twelve inches from the anus, selected as the place 
for division of the gut allowed a sufficient length to the distal 
segment to cause no interference with the radical operation, and 
left a considerable pouch of the proximal sigmoid and colon to 
act as a fjecal reservoir. The wounds healed almost without 
suppuration. During the following four weeks the lower seg¬ 
ment was irrigated through and through in order to cleanse it as 
far as possible. 

August 9, 1904. The patient was placed in an exaggerated 
knee-chest position, and suspended from the lithotomy supports 
by a belly-band. An incision was made from the third sacral 
vertebra down to the scrotal angle in the perineum, encircling 
the anus, and, after clearing off the bones, the coccyx and two 
and a half sacral vertebras were removed The anus was closed, 
and Jhe dissection upward from the point of the rectum was 
begun. A sound in the urethra facilitated its separation from 
the urethra and prostate. The peritoneum was opened when 
reached, and the rectum drawn down with its surrounding areolar 
tissue and freed on all sides for a distance of eight inches up, 
the vessels being clamped and tied as they were reached. The 
gut was then divided between two tape ligatures with the actual 
cautery, and the upper end closed with catgut sutures. The peri¬ 
toneum was then sutured around the stump, and the stump fast- 
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cncd in the depth of the wound after placing the patient in the 
prone position. This forced all these structures back, so as to 
make them easily accessible. The greater part of the wound was 
closed with tier sutures, and a gauze drain packed over the 
remaining raw surfaces and brought out through the perineal 
end of the wound. 

The knee-chest position gave a perfect exposure of the 
parts, and lessened the bleeding to a remarkable extent, so that 
the dissection was almost an anatomical one. The change to the 
prone position facilitated the final steps markedly. A small hole 
torn in the gut at the site of the growth was immediately sutured, 
and no contamination resulted. 

The fastening of the blind stump infraperitoneally guarded 
against peritonitis in case of leakage. The second operation 
occupied one hour. The patient was placed in bed in the dorsal 
position to facilitate drainage. Primary union was obtained in 
the whole line of sutures, and the drained cavity practically closed 
in four weeks. The patient was out of bed in seventeen days, 
and discharged 011 August 30, twenty-five days after operation. 
By that time he began to have considerable control over the 
inguinal anus. This control had steadily increased, and now, 
eight and a half months after operation, he was in excellent con¬ 
dition, knew when the bowels should move, and was able to keep 
back the movement for some time. There was usually only one 
movement a day, and he expressed himself as satisfied with his 
condition. There was no evidence of a recurrence. 

Dk. John A. Hartwell presented also a woman (No. 46 
of the series in his paper), twenty-six years old, who was admitted 
to the Lincoln Hospital on March 18, 1904. Her family history 
was negative. During a pregnancy in 1900 she developed haemor¬ 
rhoids, which bled from time to time, the bleeding gradually 
becoming more severe. They were further aggravated by a 
second pregnancy in 1902, and from that time on she suffered 
almost continuously from bleeding and pain in the rectum. She 
continued to lose weight and strength, and at the time of her 
third delivery, in February, 1904, she was so emaciated that she 
lacked the strength necessary to reinforce the pains, and after 
being five days in labor she was delivered with forceps in a hos¬ 
pital. This resulted in a complete tear of the perineum and vagina 
through into the rectum for a distance of two and a half inches. 
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When she was admitted to the Lincoln Hospital she was 
markedly anaemic and emaciated, and so weak as to be unable to 
sit up in bed. The rupture of the perineum into the rectum 
during her recent pregnancy had left a large granulating wound. 
Incontinence was complete, and the vagina was Idled with faeces 
and pus. The bladder was infected, the urine showing a heavy 
precipitate of pus. All the parts were exquisitely tender and 
her suffering was intense. 

About a month was consumed in an attempt to get the 
parts clean preparatory to repairing the perineum. This failed, 
however, owing to the constant fouling with faeces and her poor 
resistance to infection. During this time she began to show 
symptoms of intestinal obstruction, despite the constant diarrheeal 
discharge through the perineum. A11 examination under ether 
showed a constricting mass in the rectum, about two inches from 
the anal aperture, through which the tear into the vagina passed. 
A colostomy was at once performed by the method of spur for¬ 
mation, a glass rod passing through the mesentery underneath a 
knuckle of gut, which was opened on the following day. 

Following this, the rectal and vaginal condition, as well as 
her general health, rapidly improved, so that on May 1 she was 
considered well enough for the radical removal of the rectal 
growth, which a pathological examination had shown to be car¬ 
cinomatous. 

Operation, May 1, 1904. With the patient in the exaggerated 
knee-chest position, an incision was made from the third sacral 
vertebra forward, encircling the torn anus and perineum well up 
to the vaginal sides. The coccyx and two and one-half sacral 
segments were removed. The rectum was then freed at the 
anal margin, and its dissection upward was completed for about 
six inches. The entire posterior vaginal wall, up to the cervix 
uteri, was included in the freed mass. The rectum was then 
amputated, the stump dragged down, and the peritoneum sutured 
around it, and this end was then fastened deep in the wound to 
prevent its retraction into the peritoneal cavity. The cloacal 
opening was partly closed with sutures and partly packed. The 
bleeding was exceedingly scant, owing, it was believed, to the 
knee-chest position. This latter was easily secured by suspending 
the patient, abdomen down, from the usual lithotomy supports, 
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her knees resting on a large sand bag and the thighs being bound 
to the supports. 

There was comparatively little shock, considering the extent 
of the operation, and the poor condition of the patient at the 
time. Convalescence was tedious, the wound being badly in¬ 
fected, and her general condition being one of chronic sepsis. 
The wound, however, gradually closed, the vagina and sacral 
cavity being continuous. She gradually gained in weight and 
strength, and left the hospital June 26, 1904, three months after 
admission. 

At the present time, eleven months after operation, the 
patient is engaged as a house-worker and is enjoying good 
health. The colostomy wound, which had prolapsed to a moderate 
degree, gave sufficient control to keep her clean, and in no way 
interfered with her work. The posterior wound was still open 
at the sacral end, and the cervix uteri pouched through at this 
point. There was, however, no discharge to speak of, and the 
condition was not more than an annoyance. The cystitis had 
responded to treatment and was cured. Since the patient’s dis¬ 
charge from the hospital, she had increased in weight from 85 
to 125 pounds. 

Dr. Hartwell showed one other case (No. 45, the latter a 
patient of Dr. Adrian Lambert) in addition to the above, illus¬ 
trating the method of radical treatment of cancer of the rectum, 
with particular reference to the inguinal colostomy as performed 
by him and described in the paper. He also showed a case of 
syphilitic stricture of the rectum on which an artificial anus had 
been done by the method described in the paper of the evening. 
These cases illustrated well the possibility of obtaining a very 
satisfactory control over the bowels through such an anus, as 
all of them were attending to their former duties, with no incon¬ 
venience from the deformity. 

THE RADICAL TREATMENT OF' CANCER OF THE RECTUM, 
WITH PARTICULAR REFERENCE TO THE INGUINAL 
COLOSTOMY. 

Dr. John A. Hartwell read a paper with the above title, 
for which see Annals of Surgery for September. 

Dr. Tilton said he did not think Dr. Hartwell had given 
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quite enough credit to the treatment of these cases by excision 
and establishment of a sacral anus. He had observed several cases 
in which that procedure had been followed by extremely good 
functional results. He recalled one case, that of a woman, who 
was kept under observation for a year after the operation. She 
had absolutely no tronblc with the movements of the bowels, 
and was apparently much better off than she would have been 
with a colostomy wound. The moral effect was less disagreeable. 
While Dr. Hartwell’s method of operating in these cases may be 
less dangerous than other methods, as far as the immediate mor¬ 
tality was concerned, it had not yet been demonstrated by ex¬ 
perience that there was less risk of a recurrence. 

Dr. John B. Walker said that in those cases of cancer of 
the rectum in which the growth was located within two or three 
inches from the anus the establishment of a sacral outlet for the 
faeces would prove satisfactory. However, in the larger number 
of cases the growth is situated from four to seven inches from 
the anus, and in these cases the entire lower segment of the bowel 
should be removed. This will necessitate an inguinal anus, which 
should be made early before any symptoms of obstruction arise. 
Patients who are personally clean and careful learn to control 
the movements of the bowels and keep the skin adjacent to the 
anus quite free from irritation. 

Dr. George Woolsev said lie hail always favored a pre¬ 
liminary colostomy in these cases, partly on the ground sug¬ 
gested by Dr. Hartwell, namely, the exclusion of sepsis. Another 
reason for favoring this preliminary operation was that the hand 
could be introduced through the inguinal wound to determine the 
extent of the new growth and of the lymphatic involvement which 
would help to settle the question as between a radical and a 
palliative operation. In a case that he had operated on by this 
method three and a half years ago, the patient was still alive 
and in good condition. The speaker said he did not agree with 
the statement made that in so large a proportion of these cases 
the anal segment had to be sacrificed, and he recalled two cases 
in which he was able to retain it. In those cases where this 
segment of the gut had to be sacrificed, he thought the establish¬ 
ment of an inguinal colostomy was preferable to a sacral anus. 
The former was more accessible, could be more easily cleansed 
and kept continent. 



ENDOTHELIOMA OF THE CAUDA EQUINA. 279 

Dit. ITaktwell, in closing, said that a complete colostomy 
had only been done in four or five of the forty-six cases he had 
recorded, while a lateral colostomy, for the purpose of relieving 
obstruction, had been done ten or eleven times. The speaker said 
he did not claim that the method of treating these cases by 
establishing a sacral anus did not in a few cases give good 
control over the fa:ces, but that it was not sufficiently radical, as 
by that method 50 to 65 per cent, of surviving cases recurred, not 
more than from 15 to 25 per cent, being cured. The formation 
of an inguinal colostomy wound and the removal of the entire 
lower segment of the bowel were the most radical methods of 
treating these cases: it did away with the irritation caused by 
the passage of frcccs through the lower gut, which was a more 
important factor than saving the sacral segment. 


ENDOTHELIOMA OF THE CAUDA EQUINA; EXCISION. 

Dr. Charles N. Down presented a specimen obtained from 
a young man of eighteen years who was injured .about seven years 
ago while coasting, a boy jumping on bis back. Four years later 
he was brought to St. Mary’s Hospital complaining of pain at the 
lower end of the spine which had been persistent for more than 
a year, and, as the coccyx was broken and lay forward at a right 
angle with the sacrum, and was tender, it was removed. At that 
time there were no distinct sensory disturbances, but the Kcrnig 
symptom was present, and he had marked rigidity of the back, 
with lumbar lordosis. 

fn January, 1904, his back was still very rigid; there were 
lumbar lordosis and compensating dorsal kyphosis. He could 
not bend his back so as to touch the floor, but bent the knees for 
that purpose, and held the back rigid. The patellar, cremasteric, 
diaphragmatic, and ocular reflexes were normal. There was no 
clonus. Sensation was normal. There was tenderness on press¬ 
ure over the lower lumbar spine. He suffered from so much pain 
at night that he was rapidly acquiring the morphine habit. 

In June, 1904, his symptoms had increased, and his pain 
was uncontrollable from two to five or six o’clock every morning. 
This pain was definitely located down the back of the thighs and 
calves, and on the left side, back of the inner malleolus, to the 
plantar surface of the foot. On the right side it did not go below 
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the calf. This distribution corresponded exactly to the diagram 
in Dr. M. Allen Starr’s recent book for a lesion at the first sacral 
vertebra. There was considerable atrophy of the thighs, par¬ 
ticularly of the left, with fibrillary movements in the gluteal 
region. There was much tenderness over the upper sacral region, 
and a marked gluteal reflex on pressure at that point. There 
seemed to be slightly diminished sensation along the painful area, 
but this could not be definitely made out. 

An operation was advised by Dr. Pearce Bailey, and was 
performed by Dr. Dowd at the General Memorial Hospital on 
June 4, 1904. The opening was made at the site of the first 
sacral vertebra, a portion of the lamina of the last dorsal being 
removed. A tumor was found within the dura; it had irregular 
white spots on its cortex, and in appearance closely resembled a 
tubercular lymph-node. Fearing that this was a glioma, and 
that the fibres of the cauda were so incorporated in it that paraly¬ 
sis of the sphincters would follow its removal, he cut away a 
portion of the tumor for examination, and, feeling that pressure- 
relief would result from the opening in the spinal canal, he awaited 
the pathological report before further operation. The patient re¬ 
covered promptly. His symptoms were very much relieved, and 
he passed several fairly comfortable months. The pathological 
report was given with reserve, fibroma being the most probable 
diagnosis. 

In February, 1905, the patient again began to complain of 
his night pains, and on March 1 Dr. Dowd removed the tumor 
of the spine. The lamina: and spinous processes of the fifth 
lumbar vertebra, most of those of the fourth, and part of the 
spinous process of the third were removed. The posterior por¬ 
tion of the canal, corresponding to the first and part of the 
second sacral, was also removed. The tumor was about two 
inches long and one inch in diameter, and was adherent to the 
dura. There were a few spots of glistening white color below, 
but its general appearance had changed considerably since the 
first operation. There was a slight leakage of cerebrospinal fluid 
for the first few days, and the patient had to be catheterizcd until 
the fifth day, when he voided his urine normally. His pain had 
ceased, but he had a slight burning sensation in the right leg. 
The pathological examination showed that the tumor was an endo¬ 
thelioma, probably arising from the lymph spaces of the pia mater. 
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The symptoms which this tumor gave rise to were very 
definite, and corresponded to the classical description of a slowly 
increasing pressure in the region of the last lumbar and first 
dorsal vertebra. In many respects, however, the case was an 
unusual one. Schlesinger tabulated 400 tumors of the spinal 
cord, 302 of which were intradural. I11 the entire list there were 
only six cases of endothelioma; sarcomata were much the most 
common type—118 in all. In a list of 264 tumors of the spinal 
cord, he found that 35 (13V10 I )er cent.) were sacral, or of the 
cauda equina. Of course, the prognosis in these tumors was far 
better than in those that were situated higher up in the spinal 
canal. In the case shown by Dr. Dowd, the prognosis depended 
entirely on the character of the growth, since the patient was now 
free from pain, had possession of all his faculties, and expected 
to begin work soon. So few of these tumors had been reported, 
that pathologists were much at variance in giving their diagnosis 
and prognosis. The relationship between trauma and the develop¬ 
ment of these tumors was interesting. Starr and Schlesinger both 
indicated a belief that traumatism might be an important element. 
The history of trauma in this case was very definite, indeed. 

Dr. Woolsry said that within the past two years he had seen 
two cases of endothelial tumor of the spinal cord, one intra- and 
the other extra-dural. I11 neither case was there recurrence so 
far. 



